This laboratory has in the past issued a separate report in response to each new request for investigation received from each patient. With patients requiring several investigations, the record of laboratory findings in the case notes becomes increasingly difficult to consult, as each set of results is contained on a separate piece of paper. To assist doctors in following the progress of their patients, as revealed by chemical investigations, a system of presenting results in a composite and cumulative form has been operated on a trial basis for ten months. The system shares many of the features contained in the reporting method described by Mason (1962) . It has been applied to nine wards (250 general medical beds) which between them generate an annual workload of approximately 90,000 chemical tests.
When a first request is received for chemical investigation(s) on a patient admitted to one of these wards, a laboratory record card (10" X 8 ") is prepared for that patient, the appropriate card(s) being selected in terms of the investi- • "~'~,.
.,,~. ...
,., ---.. The record cards are retained in the laboratory at all times. When the results of the first set of investigations are ready. for reporting, they are entered on the card by the technician, examined by a graduate member of staff and correlated with the information about the patient supplied on the request form; the card is then signed in the appropriate space in the right-hand column. The report consists of an exact copy of the laboratory record card, made with a RankXerox 914 Office Copier, the date of the report being inserted at the time of copying.
When further requests for work on this patient are received, the results of this latest set of investigations are entered on a new line on the This latest report replaces the previous report, which is discarded from the patient's case folder. Reports are filed permanently in the case notes when a patient is discharged from hospital or when one section of the record card is completely filled (when the left half of the plasma urea and electrolyte section is full, the corresponding signatures are covered with a plain label and the right-half can then be used).
The cost per request in this laboratory is approximately 11/-(0. & M. Hospital Service Reports, 6, 1963) . Issuing cumulative reports by this system increases the cost to 11/6. To offset this extra cost, the laboratory staff gain easier access to previous chemical data, which provide an additional check on the quality of analytical performance, and the clinical staff more easily see the collected results of chemical investigations. The main difference between the present system and Mason's (1962) method has been the use of preprinted record cards; Mason (I 962) prepared an individual card for each patient, the layout of each card depending on the nature of tests requested, which meant that laboratory records and reports lacked uniformity.
On its present scale, this sytem requires the part-time services of a secretary. Two clerks will be needed to extend it to cover all the work of the laboratory, but the cost per request will remain unchanged as a Bruning 2000 (Addressograph Multigraph Ltd.) will be used to prepare the reports. A full description of this system will be published in Specimens of pleural and ascitic effusions were investigated in order to discover whether any information ofdiagnostic value could be obtained from a comparison with values found for serum, of their content of protein and certain routinely assayed enzymes. Protein, glutamate oxaloacetate transaminase (GOT), glutamate pyruvate transaminase (GPT), a-hydroxybutyrate dehydrogenase (HBD), and lactate dehydrogenase (LD), were measured in each specimen of fluid and serum. Electrophoresis of LD was also carried out. Total LD was easured by the colorimetric method of Cabaud and Wroblewski (1958) while the electrophoresis was based on the method of Barnett (1964) using cellulose acetate.
For LD, HBD and GOT, fluid: serum ratios greater than 1·0 were found in approximately half of the malignant and inflammatory pleural effusions. In the malignant ascitic effusions there was a wide variation in the fluid enzyme values and in the fluid: serum ratios for all estimations, except GPT. Benign ascitic effusions had consistently low fluid protein and enzyme values and also low fluid: serum ratios.
The estimation of LD isoenzymes in pleural and ascitic effusions was not found to be of value in the diagnosis of malignant disease. The measurement of the fluid: serum ratio was of no diagnostic value in the case of pleural effusions. For ascitic fluids an LD activity of over 300 Wroblewski units per rnl. and a fluid: serum protein ratio of over 0'4 were considered to be strongly suggestive of malignant disease, although results below these levels did not rule out a malignant retiology.
